According to the Joint United Nations Programme on HIV/ AIDS (UNAIDS, 2012), 34 million people worldwide lived with HIV/AIDS in 2011. In Spain, 2,763 new cases of HIV were reported in 2011. The most frequent transmission route of HIV/AIDS is sexual contact (Plan Nacional sobre el SIDA, 2012). As regards sexually transmitted infections (STIs), 1,944 cases of gonococcal infection and 2,909 cases of syphilis were reported in 2012. STIs predominantly affect adults between the ages of 25 and 34 (Área de vigilancia del VIH y conductas de riesgo, 2012) .
New diagnoses of HIV infection are rising in the adult population due to individuals' engagement in sexual risk behaviors (UNAIDS, 2012) . Such behaviors refer to sex without condoms, sexual involvement with multiple partners and early sexual debut, which contribute to unwanted pregnancies and the spread of STIs, including HIV (Bermúdez, Castro, Madrid, & Buela-Casal, 2010) .
One of the most important cognitive variables that influence individuals' engagement or not in sexual risk behaviors is knowledge of STIs and HIV/AIDS. This variable refers to the information individuals have on the prevention, infection, causes and consequences of HIV/ AIDS and other STIs (Nwezeh, 2010) . Such knowledge contributes to the reduction of sexual risk behaviors (Bermúdez et al., 2012; Fernández, 2012; Ramiro, Teva, Bermúdez, & Buela-Casal, 2013) .
Another variable that has been found to be associated with sexual risk behaviors is worry about STIs/HIV and pregnancy. It is understood as the feeling of concern, fear, uneasiness or anguish related to the possibility of contracting HIV or another STI and/or having an unwanted pregnancy (Crosby et al., 2001; Smith & Watkins, 2005) . In fact, previous studies have found a relationship between greater worry about STIs/HIV and higher condom use (Sales et al., 2009; Smith & Watkins, 2005) . Moreover, in a recent study conducted by the Spanish Interdisciplinary AIDS Society (SEISIDA-Sociedad Española Interdisciplinaria del Sida, 2012), 90% of participants considered themselves unlikely or extremely unlikely to become infected with HIV and only 30% had ever been tested for HIV.
An additional relevant variable in the prediction of sexual risk behaviors is self-efficacy to refuse sex, that is, individuals' perception of their own ability to refuse sexual intercourse (Seth, Raiji, DiClemente, & Rose, 2009) . In this regard, previous studies have found that individuals with higher self-efficacy to refuse sex tend to report higher frequency of condom use and healthy sexual behaviors (DiClemente et al., 2004) .
Considering the above-mentioned points, our study had the following objectives: 1) Analyze the relationship between socio-demographic variables and individuals' knowledge of STIs/HIV, worry about STIs/HIV and pregnancy, and self-efficacy to refuse sex; and 2) analyze whether knowledge of STIs/HIV, worry about STIs/HIV and pregnancy, and self-efficacy to refuse sex are predictors of sexual risk behaviors. To the extent possible, we followed the recommendations made by Hartley (2012) .
Method Participants
The sample was composed of 1,106 Spanish young and adults -60% females and 40% males -aged between 17 and 55 years (M = 27.99 years; SD = 8.86). The sociodemographic characteristics of the sample are shown on Table 1 .
Instruments
-Cuestionario aspectos sociodemográficos y conducta sexual (Questionnaire on socio-demographic aspects and sexual behavior, Teva, Bermúdez, & Buela-Casal, 2009 ). The questionnaire includes 23 questions on participants' socio-demographic characteristics (i.e., age, sex, marital status, sexual orientation, education level and monthly income). We also included the following questions on the HIV test: whether participants had been tested for HIV; whether they had ever contracted an STI; and whether they were planning to get tested for HIV. We also included questions on participants' sexual behavior: age at vaginal sex initiation; number of coital partners in their lifetime and in the past two months; and frequency of protected vaginal intercourse (i.e., using condoms) in the past two months. We asked similar questions on anal sexual behaviors. -HIV Risk Behavior Knowledge Scale (Sikkema et al., 2000) .
It includes sixteen questions (e.g., "No puedes infectarte con el virus del SIDA a través de un corte en la piel" (You cannot become infected with the AIDS virus through a skin cut). The response format is "verdadero" (true), "falso" (false) and "no sé" (don't know). Scores ranged from 0 to 16 and Cronbach's alpha was .62. -Scale used to measure worry about STIs/HIV and pregnancy (Crosby et al., 2001 items assess worry about HIV (0-12 score range); and the two remaining items assess worry about pregnancy (0-6 score range). Each item has four response options ranging from "nunca me preocupo" (I never worry about this) to "siempre me preocupo" (I always worry about this). Cronbachs' alphas of the present study were as follows:
.86 for worry about HIV/AIDS, 0.89 for worry about STIs and .62 for worry about pregnancy.
-Scale of self-efficacy to refuse sex (Seth et al., 2009 ). This scale has seven items (e.g., "¿Cómo de seguro/a estás de que serías capaz de decir "NO" a tener relaciones sexuales con alguien que has conocido hace pocos días?" (How sure are you that you would be able to say NO to having sex with someone you have recently met?). Response options range from "Nada seguro/a de poder decir no" (Not at all sure) to "Muy seguro/a de poder decir no" (Very sure). Scores range from 0 to 21. In the present study, Cronbach's alpha was .87.
Design
We conducted an ex post facto study using cross-sectional surveys.
Procedure
The research was approved by the Ethics Committee of the University of Granada, Spain. To compile data, we randomly selected young and adults in various public places of the city of Granada (e.g., shopping malls, the bus station, association headquarters, parks). Questionnaires were individually applied by the same researcher once participants had been duly informed about the study. Participants were all provided the same instructions. Responses were anonymous and confidentiality was guaranteed. Participants had twenty minutes to respond to the questionnaires.
Results
Socio-demographic variables and their relationship with knowledge of sexually transmitted infections/ HIV, self-efficacy to refuse sex, and worry about pregnancy and sexually transmitted infections/HIV We calculated the means and standard deviations of worry about STIs/HIV and pregnancy, knowledge of STIs/HIV and self-efficacy to refuse sex as a function of socio-demographic variables (see Table 2 ). As regards participant sex, female participants reported greater worry about STIs (t (1104) = 2.59, p< .05) and pregnancy (t (1104) = 4.29, p< .05) and higher selfefficacy (t (1104) = 11.59, p< .05) than male participants.
As regards sexual orientation, we found significant differences as a function of this variable in all the other variables analyzed: worry about HIV/AIDS (t (1104) = -5.85, p< .05), STIs (t (1104) = -4.64, p< .05) and pregnancy (t (1104) = 5.30, p< .05); knowledge of STIs/HIV (t (1104) = -4.20, p< .05); and self-efficacy to refuse sex (t (1104) = 3.88, p< .05). As shown on Table 2 , heterosexual participants reported greater worry about pregnancy and higher self-efficacy than homosexual participants. By contrast, homosexual participants reported greater worry about HIV/AIDS and STIs and greater knowledge of STIs/HIV than heterosexual participants.
As regards age groups, we found statistically significant differences between them in worry about STIs (F (2, 363.75) = 7.42, p< .05) and pregnancy (F (2, 536) = 12.40, p< .05) and knowledge of STIs/HIV (F (2, 1103) = 8.82, p< .05). The 17-29 year age group reported greater worry about STIs (p< .05) than the 43-55 age group and greater worry about pregnancy than the 30-42 age group (p< .05) and the 43-55 age group (p< .05). Adults in the 30-43 age group expressed greater worry about pregnancy (p< .05) than those in the 43-55 age group and greater knowledge of HIV/AIDS than those in the 43-55 age group (p< .05) and the 17-29 age group (p< .05).
The analyses revealed significant differences in worry about HIV/AIDS (F (3, 1100) = 3.34, p< .05), STIs (F (3, 286.82) = 17.80, p< .05) and pregnancy (F (3, 1100) = 2.97, p< .05), knowledge of STIs/HIV (F (4, 1100) = 5.07, p< .05) and selfefficacy to refuse sex (F (4, 241.26) = 6.33, p< .05) as a function of marital status. Single participants reported greater 
Knowledge of sexually transmitted infections/HIV, self-efficacy to refuse sex and worry about pregnancy and sexually transmitted infections/HIV as predictors of sexual risk behaviors
We conducted hierarchical linear regressions to analyze whether worry about STIs/HIV and pregnancy, knowledge of STIs/HIV and self-efficacy to refuse sex predicted sexual risk behaviors. The effect of socio-demographic variables was controlled for (see Table 3 ).
Predictive value with regard to risky vaginal sexual behaviors
The model was significant regarding age at vaginal sex initiation (F (5, 1009) = 3,81; p< .05) and explained 1% of the variance. More specifically, participants with high selfefficacy to refuse sex and knowledge of STIs/HIV reported older age at vaginal sex initiation. The number of lifetime vaginal sexual partners of participants was significant (F (5, 1006) = 3,85; p< .05) and explained 1% of the variance. Participants with lower self-efficacy reported a higher number of lifetime vaginal sexual partners. Finally, the model obtained for the number of vaginal sexual partners in the past two months (F (5, 857) = 382; p< .05) was significant and explained 2% of the variance. Specifically, participants with lower self-efficacy had had a higher number of vaginal sexual partners in the past two months than participants with higher self-efficacy (see Table 3 ).
Predictive value with regard to risky anal sexual behaviors
We found significant results in age at anal sex initiation (F (5, 317) = 3.17; p< .05), which explained 4% of the variance. Participants with higher self-efficacy and lower worry about pregnancy reported older age at anal sex initiation. As regards the number of lifetime anal sexual partners of participants (F (5, 315) = 6.38; p< .05), the model was significant and explained 8% of the variance. Participants who reported less worry about pregnancy and greater worry about HIV/AIDS had had a higher number of lifetime anal sexual partners (see Table 3 ).
Predictive value with regard to condom use in the first vaginal and anal sexual contact
Finally, we conducted hierarchical logistical regression analyses regarding condom use in the first vaginal and anal sexual contact (see Table 4 
Discussion
Regarding the first objective of this study, we found significant differences between socio-demographic variables and knowledge of STIs/HIV, worry about STIs/HIV and pregnancy, and self-efficacy to refuse sex. Being a woman, being homosexual, being aged between 17 and 29 years, being single, having college education, having been tested for HIV or planning to be tested for HIV and having previously contracted an STI were the characteristics associated with greater worry about STIs/HIV. Females are physiologically more vulnerable to STIs than males, which may explain their greater worry. Another explanation may be that the young/adults described above are more worried about STIs/HIV because they do not have a stable affective relationship and have more frequent sexual contact with different people. Having had an STI, having been tested for HIV or planning to be tested for HIV seems to imply greater awareness of HIV infection and therefore greater worry. Yet, the fact that most HIV prevention programs have been aimed at homosexuals and that the pandemic was initially associated to this population (UNAIDS, 2012) may explain the greater worry about HIV/AIDS among this group. In this regard, previous studies have shown that homosexuals and individuals who have been tested for HIV were considerably worried about STIs/HIV (see Fernández-Dávila, Lupiáñez-Villanueva, & Lorca, 2012; Raymond et al., 2013) .
Women, heterosexuals, participants in the 17-29 and the 30-42 age groups, cohabiting participants, participants with primary and higher education and those who planned to be tested for HIV showed the greatest worry about pregnancy. These results may be due to the fact that women can get pregnant and therefore are likely to be more worried about pregnancy than men. In addition, it is logical to expect that the fact of cohabiting with a partner and being in the 17-29 or the 30-42 age groups -the most fertile years for women -leads them to be more worried about pregnancy. Such participants may also have expressed greater worry due to lack of contraceptive use in all their sexual relations.
Being a homosexual, being in the 30-42 age group, being single, having college education and a monthly income of €900 or more, and having been tested for HIV was associated with the highest scores in knowledge of STIs/HIV. Indeed, some studies have shown a relationship between 1) greater knowledge on STI/HIV transmission routes and prevention and 2) income (Fernández, 2012; Nwezeh, 2010) ; some studies have also revealed that high education level was a predictor of greater knowledge of HIV/AIDS (Berhan & Berhan, 2013; Fernández, 2012) . Along these lines, homosexual participants and those with college education have been found to have significant knowledge of HIV/AIDS (Fernández-Dávila et al., 2012; Nwezeh, 2010) .
Finally, women, heterosexuals, married participants, participants with college education, those with an income of €900 or more, and those who had been tested for HIV reported the highest self-efficacy to refuse sex. These results are consistent with those of most studies reviewed, which concluded that women had higher self-efficacy (Ballester, Gil-Llario, Ruiz-Palomino, & Giménez-García, 2013; Rodríguez et al., 2011) . The higher self-efficacy to refuse sex reported by heterosexuals compared to homosexuals may be due to the fact that the population of homosexuals is smaller than that of heterosexuals; this may make it more difficult for the former to find sexual partners and therefore lead them to perceive themselves as being less able to refuse sexual risk behaviors. Married are also likely to have less difficulty refusing sex because they have stable sexual partners.
The second objective of this study was to analyze whether cognitive variables (i.e., worry about STIs/HIV and pregnancy, self-efficacy to refuse sex and knowledge of STIs/HIV) predicted vaginal and anal sexual risk behaviors. Self-efficacy predicted most vaginal and anal sexual behaviors (i.e., age at vaginal and anal sex initiation as well as number of vaginal sexual partners in their lifetime and in the past two months). Higher self-efficacy predicted an older age at vaginal and anal initiation. In addition, participants with lower self-efficacy to refuse sex had a higher number of vaginal sexual partners. These results are important because they highlight the predictive power of self-efficacy to refuse sex in sexual risk behaviors. This suggests the need to consider this cognitive variable in prevention programs addressed to young and adults and to develop related skills promoting safer sexual behaviors (e.g., sexual assertiveness, condom use negotiation). Moreover, these results agree with those of previous studies that have underlined that participants with higher selfefficacy to refuse sex reported fewer sexual risk behaviors for STIs/HIV infection (Ballester et al., 2013; Seth et al., 2009) .
Greater knowledge of STIs/HIV predicted older age at vaginal sex initiation and higher condom use in the first vaginal sexual contact. These results are consistent with those of most studies reviewed, which concluded that knowledge of STIs/HIV contributed to reducing sexual risk behaviors (Bermúdez et al., 2012; Fernández, 2012; Ramiro et al., 2013) . Importantly, however, such studies point out that knowledge of STIs/HIV was a necessary but not sufficient factor for preventing sexual risk behaviors (Nwezeh, 2010; Sikkema et al., 2000) .
Finally, we found that participants less worried about pregnancy reported older age at anal sex initiation and a higher number of lifetime anal sexual partners. These results may be due to participants' use of contraceptives, which is likely to decrease their worry about pregnancy. Another explanation could be that engaging in anal sex reduces individuals' worry about pregnancy. Yet, it will be up to future studies to clarify these results, as the present study cannot be used to draw causal relationships. Participants with higher levels of worry about HIV/AIDS reported a higher number of lifetime anal sexual partners. An explanation to these results may that having several anal sexual partners leads to greater worry. As highlighted above, we used a cross-sectional design, so it is not possible to infer any cause-and-effect relationships.
The results of this study can contribute to promoting safe sexual behaviors in two ways. First, they reveal the existence of socio-demographic profiles in the cognitive variables assessed. Second, they show that self-efficacy to refuse sex, knowledge of STIs/HIV and worry about STIs/ HIV and pregnancy are important predictors of sexual risk behaviors. We suggest that efforts aimed at reducing sexual risk among young and adults should consider the abovementioned socio-demographic profiles and variables.
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